If we accept abortion as a solution then it is important for GPs to accept their own involvement. It is a medical treatment not to be undertaken lightly, from either the physical or the mental aspect. The effect of abortion on a woman is rarely simple; sometimes it has a destructive element which the doctor cannot ignore. The GP must play a full part in determining the course of treatment, and he must be prepared to follow up with concern for as long as may be necessary, until he is convinced that the patient has made a full and sufficient recovery. The GP's task in abortion is outlined in Fig 3. This may be more than is required for most patients but even so it is neither simple nor easy and it needs both time and patience (McEwan 1970) .
There is a continuing thread whichruns through all these aspects of fertility control, the thread of personal care. It involves good communication, the acquisition of adequate knowledge, the earning of a patient's trust and confidence. Above all it embodies concern for the individual as well as the community. This concern and this relationship Pre- (Karim 1971 Part of the problem of making contraception freely available is that steroid contraceptives, intra-uterine devices and female barrier methods have to be prescribed or fitted by skilled personnel. This may deter at least some women from seeking advice. That the future may bring us to a time when women are able to determine the future of a pregnancy themselves, prompts me to feel with others that we should be offering the general public two sorts of contraceptive service: namely, a counter service whereby contraception of whatever sort that is chosen is supplied entirely at the user's own responsibility (assuming that the public is fully informed of the risks); or contraception that is prescribed and supervised by a doctor. For me the solution to the whole problem of preventing unwanted pregnancies lies in an adequate programme of education in the future. Such education should begin at as early an age as possible and should include a consideration not only of the physiological facts, but also of the development of human relationships including sexual contacts. If we spent more of our energy and money in pursuing an intensive programme of this sort rather than on providing more clinics, we might achieve a great deal more than we do now. Far more important than providing the means of contraception is the motivation to use contraceptives and avoid an unwanted pregnancy. It is the failure of motivation which I think is the commonest reason for patient failure to prevent pregnancy. Poor motivation may be the result of immaturity, lack of responsibility (in my opinion this is not common), lack of forethought, a positive but unconscious desire for pregnancy, and the extraordinary quality in human behaviour that allows us only to find enjoyment when it is associated with an element of risk.
Decision to Terminate Pregnancy
Time will not allow me to describe in detail my own reasons for believing that termination of pregnancy usually provides the correct solution both for the individual and society when an unwanted pregnancy occurs. If it is accepted that termination of pregnancy is sometimes the right solution for the total, physical, mental, emotional and social health of the person concerned, I personally find it so extraordinarily difficult to understand in sufficient depth the circumstances surrounding each individual request for abortion that it becomes impossible for me to make an unbiased and useful judgment.
As a logical development of this argument, the only reasonable solution is that the patient should make her own decision. The task of the doctor is to protect the woman from herself by ensuring as far as possible that the request she makes is what she really wants, that termination of the pregnancy will really be less hazardous than if it were to continue, and that due consideration has been given to the alternative solutions.
Most women seeking abortion have considered thoroughly the situation many times over long before they reach the general practitioner, and certainly before they reach the consultant. Society still does not make it easy for the unmarried girl to bring up a child on her own, even if she wants to. Women who have borne a child which was subsequently adopted and conceive a second unwanted pregnancy testify to the emotional trauma involved in this process and very readily prefer abortion on the second occasion rather than repeat the experience.
Morbidity and Mortality
Experience mainly from Eastern European countries shows that if pregnancy is terminated before 12 weeks, mortality and morbidity are very low indeed (David 1970) , and in most of these countries legislation has taken account of this. Unfortunately, in formulating our Abortion Act no heed was paid to this experience. Therefore, although the total number of deaths due to abortion is falling, we still have an unacceptably high mortality rate and from our own experience in the Samaritan Hospital for Women, with 574 terminations of pregnancy in 1969, we also have an unacceptably high morbidity rate. The morbidity referred to followed immediately on the operation and takes no account of late morbidity, such as secondary infertility, rhesus sensitization, cervical incompetence and the increased incidence of both premature labour and small-for-dates babies. Morbidity that is even more difficult to document includes: menstrual disturbances such as amenorrhoea, oligomenorrhoea, menorrhagia and dysmenorrhoea, as well as psychological and emotional trauma.
If we look at the reasons for the high mortality and morbidity associated with legal abortion in England and Wales, it becomes obvious that this is related to method and to the duration of pregnancy at which the operation is performed.
Thus, hysterotomy was the method used for terminating pregnancy in 40 % of married women in NHS hospitals, although 30% of such women were less than 13 weeks pregnant. Termination of pregnancy in married women in NHS hospitals was associated with sterilization in 34% in 1968 (Kestelman 1970 ). The conclusion must be that hysterotomy was used as the method of choice in a large number of women just because they were to be sterilized, despite the fact that hysterotomy was associated with a mortality rate of 61 per 100,000 notified abortions compared with a rate of 14 per 100,000 for other methods (including vacuum aspiration, curettage, and the injection of pastes and hypertonic solutions).
The answer to this problem depends on terminating pregnancy, when it needs to be done, asearly as possible so that the vaginal route can be used. This involves educating the public so that they come to terms with a missed period as soon as possible and realize the dangers inherent in delay. The medical profession must for their part ensure that women having consulted us early have the operation carried out as speedily as possible using criteria that are more fairly applied than they are at present.
In New York termination of early pregnancy is carried out up to 10 weeks on outpatients without anwsthesia and with minimal dilatation of the cervix by passing a thin plastic tube into the uterine cavity which is used to aspirate the products of conception (Branch, personal communication). It remains to be seen whether or not such a method is associated with less morbidity than other methods, but it could hardly be associated with more than the present techniques.
The method used for terminating pregnancy should not be dictated by the need to perform tubal ligation. Using the laparoscope (Steptoe 1970) there is no reason at all why sterilization should not be postponed for some weeks until the patient has recovered from the abortion when she is probably in a much better emotional and psychological state to make a definitive decision about an irreversible procedure for the future. Certainly, termination of pregnancy should never be made conditional on consent to sterilization.
Thus, if we limited termination of pregnancy to those that could be carried out by the vaginal route, dissociated the operation from sterilization and performed it as early as possible during pregnancy, we could probably halve immediately the present mortality and morbidity rate associated with the operation. But, even accepting the present conditions, termination of pregnancy at least by the vaginal route is physically less hazardous to the woman than if it were allowed to continue to term.
Psychological and Emotional Sequelee This does not take account of the psychological and emotional trauma caused by abortion. However, I have already referred to the emotional trauma associated with the continuation of an unwanted pregnancy particularly if it ends with giving the child for adoption. From my own observations, I believe that much of the emotional and psychological trauma associated with abortion originates in the minds of medical attendants rather than of the women themselves. It is not unnatural that women who have undergone termination of pregnancy should experience some remorse and guilt, but I think that this can be reduced to a minimum, if the patient is dealt with in a sympathetic but dispassionate way and is made to realize that the decision is her own. Making her own decision allows the patient to come to terms with herself, to arrive at what is the most practical if not ideal solution for her, and it gives her insight and understanding into her own behaviour, which hopefully might help prevent a recurrence. Depriving the patient of the right to make her own decision having been armed with the facts, by taking a paternalistic attitude and deciding that someone else knows what is best for her, diminishes the opportunity that she has of gaining insight. Thus, I believe that the unwanted pregnancy should be so presented to the woman concerned that she can use the experience in a constructive way for the conduct of her life in the future. So often her advisers, even if they do not frankly regard her dilemma as beyond their comprehension or totally tragic, find it difficult to accept the situation as anything but a negative and destructive experience.
Finally, termination ofthe unwanted pregnancy should of course be followed up and used as an opportunity for offering contraceptive advice. However, I think we should remember that very often, no matter how sympathetically the situation has been handled, the patient herself may quite understandably wish to escape from the memories of her experience. This she cannot always do, if she accepts contraceptive advice and follow up from those who were concerned with the operation. I am not offering this as an excuse for those of us concerned with abortion to escape from our obligations, but merely recognize this as a fact of life and appreciate the need to ensure that some neutral and acceptable alternative source of contraceptive advice is available.
Mr Peter Diggory (Kingston Hospital, Galsworthy Road, Kingston-upon-Thames, Surrey)
Place and Timing of Contraception and Sterilization

Usage
There is widespread belief that nowadays in this country we have access to and freely use reliable contraception. Unfortunately, this belief is illfounded on two counts. First, there is only one method of contraception which can fairly be described as reliable -this is the oral contraceptive, and it may well be contraindicated in specific cases. Secondly, anyone closely connected with pregnant women will know that even reasonably efficient contraception is not used consistently and regularly by more than about 50 % of women at risk. It can also be shown that those most in need, the poor and the grand multiparm, are the least likely to practise contraception.
In a carefully controlled study of recently delivered mothers carried out in twelve areas of the country, chosen so as to give a representative overall picture, Ann Cartwright (1970) has shown that in late 1967 and early 1968, about one-third of the mothers claimed that their pregnancies were unintentional, and nearly half of these accidental pregnancies occurred when they were not attempting to use any form of contraception at all. We badly lack reliable information on contraceptive practice among the population in general, but when we come to women unwillingly pregnant and seeking abortion the Birmingham Pregnancy Advisory Service survey of 2,233 cases (1970) has shown that out of 1,052 married women, 14% did not use contraception at all, and 46% were not attempting contraception at the time they became pregnant; and out of 1,181 single women, 37 % did not use contraception at all, and 70 % were not attempting contraception at the time they became pregnant.
Availability
There are few reliable statistics about where and how couples obtain contraceptive advice. Peel (1970) , in a very careful study of 350 couples comprising a random 20% of marriages in Hull in late 1965 and early 1966, reports that 37% of these fairly recently married couples gave their GP as a preferred source of contraceptive advice, a figure which agrees closely with Cartwright's findings that 40 % of her recently delivered women also felt that the GP was the ideal source of help. Incidentally, Peel found that FPA doctors were selected as second choice by 34 % of his couples, whereas Cartwright had found them
